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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part. -
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
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each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each

| resident to meet the total nursing and personal

care needs of the resident.

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respeclive resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shali be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see

that each resident receives adequate supervision -

and assistance to prevent accidents.

These requirements were not met as evidenced
by:

Based on observation, interview, record review,
the facility failed to provide appropriate
interventions with adequate assistance to prevent
falls for one of six residents (R2) reviewed for
falls in the sample of 8. This failure resulted in
R2's fall sustaining a laceration requiring 2
sutures and requiring hospitalization.

Findings Include:
R2's Face sheet printed 6/15/22 documents

diagnoses to include Acute Respiratory Failure,
Abnormal Gait, Shortness of Breath, Trans
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Ischemic Attack, Unsteadiness, Muscle
Weakness.

R2's care plan-initiated date 4/4/2019 documents
R2 Is at risk for falls related to deconditioning,
incontinence, psychoactive drug use,
vision/hearing problems. Transfers-extensive
slaff x2, R2 requires two staff participation with
transfers. R2's Care Plan also documents R2 is
atrisk for complications related to anticoagulant
therapy initiated 12/31/20.

R2's Minimum Data Set, (MDS) dated 5/17/2022
documents R2 has moderate cognitive
impairment, requires extensive assist with ADLs
(activities of daily living), and
Substantial/maximum assist with sitting to
standing.

R2's MDS dated 10/19/2021 documents "Roll left
and right: The ability to roll from lying on back to
left and right side and return to lying on back on
the bed. R2 requires substantial maximum
assistance. Sit to lying: The ability to move from
sitting on side of bed to lying flat on the bed. R2
requires substantial maximum assistance. Lying
to sitting on side of bed: The ability to move from
lying on the back to sitting on the side of the bed
with feet flat on the floor, and with no back
support. R2 requires substantial maximum
assistance.

R?'s fall risk assessment dated 6/8/22 at
11:28AM, documents R2's score of 30.0, high risk
for falls.

R2's progress note dated 5/6/2022 5:20 AM,
documents R2 sent out related to witnessed fail.
Aide stated that she went in the resident's room
to check to see if she was wet and needed to be
changed. Aide stated that the R2 was in her
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